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Alicensure survey and complaint investigations
(#411586, #42190, #42195, #40960, #42256,
#42279, #41437) were conducted on 9/11/17
through 9/13/17, at Kindred Health and Rehab-
Narthivaven. No health deficiencies were cited in
relation ta the complaints under Chapter
1200-08-06, Standards for Nursing Homes.
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